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THE EFFECTIVENESS OP FEDERAL CHILD AND 
MATERNAL HEALTH PROGRAMS 



WEDNESDAY, NOVEMBER 2, 1983 

COXORESS OF THE UnITED StATES, 

SuBcoMMirrEE ON Economic Goals and 

Intergovernmental Policy 
OF THE Joint Economic Commiitee, 

Washington^ D.O. 

Tho siil)coiiunittoe met, pursuant to notice, at 10 a.m., in room SI)- 
C28, Dirkson Senate Office Building, Hon. Lloyd Bentsen (vice chair- 
man of the subcoumiittee) presiding. 

Present: Senator Bentsen, 

Also present: George R, Tyler, professional staff member. 
OPENING STATEMENT OF SENATOR BENTSEN, VICE CHAIRMAN 

Senator Hkntsen. The hearing will come to order. Ladies and gen- 
tlemen, welcome to this hearing. It is designed to examine the effective- 
ness of Federal programs to promote maternal and child health care. 

One of the problems we have run into in the Congress when it comes 
to maternal and child health care is that you do not have a vocal con- 
stituency. You do not have political pressure groups that focus exten- 
sively on this area, as you do when you get into programs for the el- 
derly, for example. Those programs have a high proftle. Political force 
is involved. Those are people who vote. They go to the polls and you 
see a correlation in their political effectiveness and results here 'in the 
treatment of their programs. 

But that is just not the case when it comes to children. And it is of 
major concern to me that we arc seeing a situation where we have not 
liad the continuing attention recently to the extent thac I think we have 
liad it in the past to their health problems. 

We are conducting these hearings to try to gain a better understand- 
ing of what is tho actual impact on maternal health care and child 
health care, of the specific spending cuts that have taken place under 
the current administration. ^ 

Since the infiO's, this Nation has made a concerted effort to improve 
the health of children and infants, including prenatal care. This effort 
was initiated in recognition that these groups are among the most 
vulnerable segments of our society. Particularly when in lower income 
or ina(»ressible households, pregnant women and infants faced substan- 
tial economic barriers tliat deprived many of the fundamental oppor- 
tunity for good health from birth. The restricted access, particularly 
to prenatal care, of some expectant mothers was a major cause of un- 

(1) 
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dorweight births and associated needless hiuldieapping conditions- 
conditions wliicli uiin ied liuavy lifetime emotional costs to families and 
economic costs to both families and taxpayers. Our Nation was simidy 
not dealing in either a cost-ell'ectivc or a humanitarian fashion with 
infajiit health care issues. Far too many Americans were being born 
with avoidable handicaps or with poor odds of survival. 

The response was the establishment of a hand full of programs 
which were partially or solely targeted at improving maternal and 
child health care. These include a portion of medicaid expenditures 
for infants and youths; the national childhood immunization pro- 
gram; the WIC and connnunity health center programs; and the 
MCI 1 block grants. ' . . . 

• Those programs have been successful. The most sensitive indicator 
of a nation's infant health is the infant mortality rate. As we see in 
the first table, growth in our Federal child health programs lias paral- 
Icled a substantial decline in the U.S. infant mortality rate since the 
1960's. In fact, our infant mortality rate fell 40 percent during the last 
di'cade alone; 40 percent. It took 25 years, well over twice as long, 
to achieve a comparable reduction in that rate in the absence of these 
targeted programs during the 1950's and 1960's. 

The programs have more than doubled the pace of our progress m 
combating infant deaths and avoidable handicaps. That progress has 
been hard won and it has been expensive. Yet the quality of our ma- 
ternal and child liealtn still does not match that abroad. 

The second table contains cun-ent infant mortality data for a 
number of iiulnstrializeil nations. It shows that we still have a 
mediocre or worse record in child and maternal health care. Inter- 
nationallv, we oidv run in the middle of the pack ; 17 nations had lower 
infant mortality "rates than we did in 1080, for example, including 
ITong Kong. Ireland, and Spain. 

Sweden and Japan enjoyed infant mortality rates a large 4n per- 
cent better than our own.* Had the Tnited States simply matched 
Japan, over 17.000 fewer babies would have di(>d liere in 1980, and 
mnnv thousands of othei-s woidd be free of handicaps today. 

It' is not just the ones which die that concern us; it is the ones 
who survive, but with severe handicaps and emotional burdens for the 
rest of their lives that concerns us as well. 

Last month the Finance Committee jiassed my amendment provid- 
ing i)renatal health coverage for first-time pregnancies. And 2 years 
ago I fought the administration and was successful m establishing 
tlie MCTT luogram as .i separate and distinct block <rran< program 

T)i(-<e and <)th'>r etforts in Conjiress were de<igiu>.l to insure that 
our nroirress in infant and prenatal hralt n care wouM continue A <ey 
factor dotrrminiiitf whetlier that progress continues is the aviiilal)i!it y 
of funds. Our Nation faces (.nornious $200 billion deficits wel mto the 
future. Aiul (^)n«rress fac(>s diflicult choices in (let eruiinini: lunv l)i>st 
to balance spending priorities while trying to shrink the deficit. 1 he 
scries of hearing;-. I am kicking off today ui-e desiirne<l to provide ( on- 
gres< with iu.foriiiatinu needed to better make those dunces. 

[The tables referred to follow :] 
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Infant Mortality Rates 
1980 



Country 

Sweden 

Japan 

Finland 

Denmark 

Norway 

France 

Canada 

Spain 

Ireland 

Hong Kong 

Australia 

U.S. 



Deaths per 1 .000 Births 
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11.1 
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11.4 
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Seimtor 1|entskn. loday, we will be hearing from two distinguished 
c experts in the inatcrnal and child liealth care field. Dv. Peter liudetti 
ot the University of California will discuss the ell'cctiveness of the 
medicaid program and Dr. Antoinotte Eaton of Oliio State University 
i .1 '^^rS'nV".",^"? Children's Hospital will discuss the effectiveness 
» 1 ?rrf^ program. Our third scheduled witness, Dr. 

Arden Miller, I understand, is in bed with the flu at home in North 
Carolina. We wish hun a speedy recovery. Which reminds me, I better 
get my flu shot. 

Dr. Miller had consented for us to release a summary of the study 
he was to discuss this morning, which he prepared under the auspices 
ot tJie Lnited Aations. IIis study examined the impact of the two most 
recent recessions on child health in the United States and found that 
the mix of federal programs for children— including MCH, WIC, 
medicaid, childhood immunization, and the CHH program— had a 
direct and significant impact on the availability and quality of health 
care for this Nation's children. His study is an hnportant one and I 
encmirage you to review the summary we have here today 

L 1 ho summary statement of Dr. Miller follows :] 
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Sl'MMAUV StATKMKXT UV C. AkOKX MiLLKR, M.D., PaOFKHSOU AND 
CilAIUMAN, DkpAUTMKNT OF MaTKHNAI. AM) CillLD IIkALTII, ScIIOOL 

OF Public IIkaltii, UNn KKsny of North Cakouna at Ciiai*kl Hill 



The Recent Economic Crisis 
and the Health of Children 



Sli'^•^<1^y of Funding of a Forthcoming J^ooort t^repared by the Author and 
Colie^gues ^'or the United Nations Children Fund on The World Econo'nic 
Crisis jnc3 tne Cnildren, United States Case Study. 

0 existing lata systems are entirely adequate for reporting on 

f^&^^nealth status of children in a tiriely fashion. Long delays in 
t^e'^v^^vai 1 aoi 1 i ty and analysis of data dininish the value of ^any 
national surveys. The development of public policy needs to be 
informed, not ^only by periodic surveys, *)ijt by a continuous 
national 'monitoring process that resorts pro^^Dtly on fluctuations 
ir haalth status and on risks af'^cting children. This kind of 
carp'^'jl and continuous 'monitoring should relv increasingly on 
n^alth outcome measures and on sentinel indicators, 

0 the 'Inited Stat':»s t*^e monitoring of children's nea)*h mjst 

^0C'j<; on sub-groups such as those who are disadvantaged for 
reasons of poverty, d i scrini nat i on , or geographic isolation, The 
majority of the population in the United States can command 
sufficient resources to Cushion itself against all but the nost 
drastic changes in the Nation's econofny. Serious neglects and 
hardships for Dopulation sub-grouDS ^re concealed by dealing onlv 
with aggregate data. The measures for children's health -leed to 
include some that will have meaning to relatively small groups of 
children over short time soans* Recommendations have been made 
^or such measures in other publications, 

0 ^mole evidence exists that children living in poverty suffer 
adverse health consequences and that the proportion of children 
living in poverty in the United States has increased steadily 
since 1975 and dramatically since l^.^l. Every fifth child in the 
Unite- States lives in a poverty leve^ household. Two trends 
account for the large and grO'^rfing number of children in poverty, 
The first is the high unemployment rate and tne second is the 
great increase in the oroportion of households that are headed by 
women. This circumstance has been called the "feminization" of 
poverty; it dramatically affects the well-being of dependent 
Chi Idren, 

0 "-^ost measures of health status and health risks for children shcv 
steady improvements tnroughout the 19705. This improvement is 
rpnart-ahle in view of t^'.e serio«jS recession of 1Q71-7S -^Uh 
uneiployment rates that rivaled those of l<5^1-^2, and all the more 
remarkable becaust^ of the increasing proportion of children living 
in poverty after 1975. The available measures of health status 
a'^d risks to children appeared to improve in spitf> t^^ese 
adverse economic trends, 

0 T'T'O'ionout tne 1*^7^5 tne exercise of pwbi'ic responsibility for 
financing dnd providing essential services and Sijpoo'^ts hold 
const tjnt or i'nproved. Many kinds of heaUn Penofits w?re 
esnecially <:triking during the 1Q74-75 recession. These 
c * '^cu -15* anc^s s ly^est that tne ouhlic supports 3nd se^'vices had a 




cushioning effect that litigated against the adversities of 
une.'nploytnent and 'Impoverishment, protecting children from the 
worst effects of a serious temporary recession and of increasing 
poverty. This cushioning effect, important as it was. did not 
cover the full scope of children's health needs, 

0 Tne health status and risks for children since aooear to be 
adversely affected. More time will be required for the 
accumulation and reporting of definitive data, but sufficient 
reports are available to lead reasonable policy makers to the 
inescapable conclusion that the health of children, oregnant women 
and poor families is suffering and in great jeopardy, 

0 Tne adverse effcctb'^on children's health since TJSt be 

attributed to a combination of circumstances that include serious 
recession, increased poverty rates for households with children, 
and diminished health benefits and social support services. 
Earlier trends confirm that the public health and social programs 
were in fact working and that their withdrawal in the face of 
deepening economic recession subjected children to preventable 
risks to their health and well-being. These findings confirm that 
the health status of children is influenced by interdependent and 
interlocking factors that include economic well-being, access to 
health care and social supports. 

0 These findi igs suggest that when either local or widespread 
economic reversals are anticipated, health services and social 
supports for children need to bf expanded rather than contracted. 
When viewed against the magnitude of lotal govo'-^^'^'^t 
expenditures, and the great affluence gf the United States, even 
in the face of recession, .reasonable claim can be made that 
expenditures for children's programs contribute meaningfully to 
recession, or that withdrawing funds from the programs relieves 
recession, 

Tho DubHc DOlicies and programs that protect pregnant women, infants and 
cnildren from the devastating effects of recession and high unemployment 
rates are well known. The effectiveness of these measures has been 
demonstrated. They require expansion and reinforcement at all times, but 
most particularly at times of economic reversal. 
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Senator Bentokn. l)r, Eaton, Dr, Budetti, I want to thank you 
ioi' ooiiiinfi to Washiiijrtoii aiul soeiiig this eity in its full fall ^jlory. 
T am pleased to hoar from hoth of yon. We will bogm with Dr. Eaton 
who will discuss the MCII and its predecessor, the old title V 
programs, 

STATEMENT OF ANTOINETTE PARISI EATON, M.D., PROFESSOR OF 
PEDIATRICS ANP PREVENTIVE MEDICINE, OHIO STATE UNIVER- 
SITY, AND ASSOCIATE MEDICAL DIRECTOR, AMBULATORY SERV- 
ICES, COLUMBUS CHILDREN'S HOSPITAL 

, Dr. Katox. Mr. Vice Chairman, I am delighted that I liave been 
given an opportunity to appear before the Johit Economic Committee 
to testify concerning the effectiveness of the title V maternal and child 
liealth block grant— AICH block grant — programs and tlieir cost bene- 
fits. I bring several different perspectives to this task. 

From VJii until 1980 I was chief of the Division of Maternal and 
Child Health of the Ohio Department of Health which is responsible 
for thii administration at the State level of the MCH block grant pro- 
grams. I am currently professor of i)ediatrics and preventive medicine 
at Ohio State University and associate medical director, ambulatory 
services, at Columbus Children's Hospital. 

I am also chairman of thtt Ohio Chapter of the AmericaiV' Academy 
of Pediatnrs: chairman of the Academy's National Committee on 
Community Ilealth Services; and chairman of the Academy's Project 
Advisory Committee for the- United States-Mexico Border project. 

I woiild like to submit my prepared statement for the record and I 
would like to briefly summarize the rest of my testimony at this time. 

Title y of the Social Security Act was originally enacted in 1935 
and provided Federal grants in aid to the State for a maternal and 
chihl health program and a crippled children's program, as well as 
Fedeial discretionary funding of special demonstration and training 
projects of regional and national significance. 

The maternal and child health block grant legislation enacted in 
1081 consolidated these programs with other maternal and child health 
programs under title V. It should be noted that the title V MCH 
l)lock programs and the title XIX medicaid program are complemen- 
tarv although the funding for the former is very small as compared 
witli tlu» funding for the latter. 

As yon are well aware, medicaid is a medical insurance program 
which rrtMited a reimbursement mechanism designed to permit nnanoial 
acres?; in health care })y low-income individuals including mothers and 
children, and the Federal Government reimburses States for a propor- 
tion of medical care expenditures for individuals on public welfare, 
altliough Stat(»s can ele(*t to cover under a medically needy program 
ihv medically needy who are not receiving public welfare but whose 
income in relation to medical care needs is low enough to require 
assistance. 

Tn contrasts title V MCH block jn*ant is» in essence, a Federal grant- 
in-aid public lu*a!th program with a broad intent of promoting the 
health of all mothers and diildivn including handicapped children. 
The title V MCH proirrams have the mandate of planning and devel- 
oping a system of liealth care for mothers and children ; assessing the ' 
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heftlth care needs of this population ; and targeting resource in accord- 
ance witli those needs. , . 

They are responsible for hitroducing innovative and optunal 
nietliods of liealth care into the system for mothers and children, and 
evolve standards witli respect to the quality of medical services pro- 
vided to mothers and children. 

Thus, the title V programs have played an imi)ortant role in the 
develoi)ment of a?i infrastructure within whicii health care providers 
furnish care to title XlX-eligible preginnit women and children. 

Furthermore, title XIX program eligibility requirements are sufli- 
ciently stringent so as to excluue signilicant proportions of the i)opu- 
lation of mothers and children who are in need of health services, but 
lack the financial resources to obtain these services or who are at the 
4*ruatesL ri^K lor baa licaith oui comes, or Doth, 

And the title V programs provide services to a substantial number 
of such mothers and children. For exami)le, the title V programs are 
the primary source of services for the so-called working poor mothers 
and cliihhvn who have lost private health insurance due to family . 
unemploynuMit but who are not eligible for the title XIX programs. 

Still another exami)le is the coverage of title V programs of handi- 
capped ami chronically ill children from families w'ho w'ould not be 
otherwise classified as low" income and are ineligible for title XIX 
coverage, but who lack the financial resources to pay for the often very 
costly care such children require. 

Tu^rning to the inq)act of title V nuiternal and child liealth block 
programs, 1 wish to state at the outset my appreciation to the National 
Maternal and Child Health Kesource Center which furnished me with 
materials regarding the impact of the MCH block grant jjrograms 
and assisted me in the pi-eparation of niy testimony. 

All htates utilize formula funds received luider title V MCII block 
grant programs to provide a variety of services for pregnant women 
and infants which generally include prenatal c.ire, hospitaliyjition for 
liigli risk pregnant women, postnatal clinics and neonatal intensive 
care for high risk infants. 

The State title V MCII i)rogranis have had and continue to have 
as a high priority better prenatal care for lU'cgnant women. Without 
prenatal care, a pregnant wonum is more likely to have a low-birth- 
weight child, wliich is the most important predictor of death or illness. 

Senator Hkntskx. Wo will have a low wliat '^ I did not hear that. 
K.NTON. Without prenatal care, a pregnant woman is more likely 
to have a low-birthvveiglit child, which is the most important predictor 
of death or illness in early infancy. 

An excellent illustration of the etl'ectiveness of comprehensive pre- 
natal care furnished through projects supl)ort*^d with title V MCII 
l)lock grant funds are the iuaternal and infant care projects, the so- 
called MIC project, which are targeted to low-inconu» pregnant women 
and infants in particularly underserved areas of the State which have 
been the sul)ject of several evaluations. 

Tlic largest and most methodically sound published studies of the 
clToctiveness of an MI(! proje^-t is the study of etVectiveness of premital 
support services provided by the Cleveland, Ohio, MIC lU'oject which 
was supported with title V funds. 
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This study was coiuluctetl by Dr. Sokol, et al, at the Clovehind 
MdropoHtan (lonunil Ifospital/lii Hiis sttidy, the outcoinos of pre;;- 
iiaiiry for both the niotlier and infant of MIC [)rojoct patients were 
roiu pared with the otitconies of pregnancy for a comparable risk popu- 
hit ion of pro^rnant women in Cleveland who did not receive prenatal 
care throiij^h the project* 

The results of this study indicate that the MIC project patients 
oxperieiK^ed 60 i)ercent lower ^)erinatal mortality than the control 
frroups. lioth groups were patients in tlie same hospital and were 
delivered by the same doctor^' The inliereut ditVerence between the 
groups was that one group received prenatal and some other services 
through the MIC project, and the otlier group received routine caro 
from the city clinic of the same hospital. 

Wliile there are very few studies on the cost benefits of comprehen- 
sive prenatal care of tlie sort offered by MIC projects and similar 
projects, the data that are available are very encouraging. Perhaps tlie 
(»ost extensive and sophisticated study of the cost benefit of this kind of 
project is an evaluation of the Cafifornia obstetrical access project 
presently being (conducted by the Institute for Health Policy Studies 
at the California Department of Health. 

The California OH access project, which was supported with title V 
formula funds, was a pilot project operating from and providing 
rompreluMisive prenatal care in several different geographical areas 
with several different service delivery mechauisnis. 

This study, thus far, has compared the pregnancy outcomes of 
pregnant women in the OH access project from 1979 to 1!)82, with an 
equal number of matched control pregnant women enrolled in the 
California title XIX medicaid program, Medi-Cal. 

The study found that OB access patients had fewer lower birth- 
weight bathes than the medicaid enroUees. California has approxi- 
mately 110,001) births to low-income women per year and if all these 
wonuMi had access to the type of comprehensive prenatal care furnished 
by the OH access project the preliminary results of the study indicate 
that $4!) milliou in savings would ac(»rue to the State because access to 
this care would produce a reduction in low-birthweight babies which 
would, in turn, decrease in needed hospitalization of such babies 
through the first year of life. 

Moreover, there would be additional savings due to the fact that 
there would be a lower incidence of severe developmental delay which 
would, in turn, reduce the institutionalization of children with severe 
dev(»lopnient delay associated with low birthweight. 

In addition to the already descril)ed studies, there are other studies 
which demonstrate tlm cost effectiveness of title V MCH block grant 
programs which provide services to pregnant wonuMi and infants, 
SufruT it to say that f believe it has been documented that these pro- 
grams have been highly successfuK 

The programs consolidated in the MCH block grant have also made 
pnssil)le a wide variety of programs which provide primary health 
cure for (^hildnMu 

The immimi/ati<ui of (children acairist infe(*tions disiMisos. which can 
cause permanent disability, and in some cases deatli, constitutes one 
of the greatest successes of federally funded State child health serv- 
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ices and large-scalo iiniiiuuization campaigns have virtually elimi- 
nated smallpox and led to marked declmes in the incidence of diph- 
theria, measles, whooping cough, polio, rubella, and tetanus. Title 
V AlCli moneys have been widely used by states to fund tlie ini- 
umnizatic/n activities of public health nurses. 

One of the best illustrations of the benelicial impact of tlie MCll 
block g;ant programs which deliver health care to children are the 
children and youth projects which are targeted to low-income children 
in underserved areas, in my own vStute of Ohio there are two C&Y 
projects, one in Columbus and one in Dayton, and 1 am currently 
directly involved in the planning and adnunistration of tile Colunibus 
project 

A good example of an evaluation of cost benefits of C&Y projects 
is furnished by an evaluation of the New York City C&V projects. 
For example. New York City at the present time has seven C&Y 
projects which provide comprehensive preventive diagnostic and 
treatment services for low-income children rather than fragmented 
health services for episodic illnesses. 

The elfectiveness and cost benefits of these projects is demonstrated 
by the fact that children enrolled in the C&Y projects have fewer 
hospitalizations and lower pharmacy costs tluH^< niodicaid-eligible 
children in New Y'ork City as a whole using traditional health serv- 
ices. In IU8O5 the C&Y children had a ;|0-poreent lower hosi)italiza' 
tion rate than medicaid-eligible children in New Y^ork City as a whole, 
and the pharmacy costs for the C&Y patients were one-(|Uartor of 
those for medicaid-eligible chih^ren in New Y'ork City as a whole. 

In 1O8O, the New York Citv C&Y project, together wMth the mater- 
nity and infant care project, had animal savings of apnroximately $21 
nullion plus in two selected areas alone and prevent(»d Hospitalizations 
and lower pharmacy costs. In inSO these pi-ojects re('(Mved approxi- 
mately $111/2 million in title V funds. Thus" the 1980 cost savings 
realized by these projects were twice the amount of the title V fmiding 
allocated to them. 

Several of the programs consolidated in the MCI I block grant, such 
as the State crippled children's programs and the Stat(> supplemental 
security hicome for blind and disabled children programs, provide or 
assist hi the provision of services for children with handicapping 
conditions, life-threatening or chronic diseases, and mentally letarded 
children. In addition, there are several programs — such as the pedi- 
atric pulnionnrv (M»nt(»rs, the nniversity-afliliated progiams for the 
(levelopHjentally disabled, and the hemophilia ])rograms— whicli are 
a major source of services for handicapped chronically ill and men- 
tallv n^tarded children. 

Prohabl V the ino^t extensive studv of tlie impact of a program sup- 
ported witli y\CU block grant funds is that involving a H-yoar study 
of (mtcomes of comprehensive liemopliil^a diagnostic and treatment 
center pronrrams. The regional hemophilia centers provided state of 
the art compr(di(Misi\'e ser\'ices including not only medical, (lental, 
ami orthop(MUc care* but rtlso psvchosocial and vocational counseling 
furnisluMl hv nudtidisciplinary t(»ams. 

Prior to the esfablislnnt ; . of tlu^se centers, care received by hemo- 
philiacs tended not to be comprehensive and was often uncoordinated. 
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A r)-ytMir study of llio outi oinos of 11 of the centers provided dramatic 
eviiloiiop of thoir ptlVdiviMiess, 

Thus, those ooutovs have resulted in the reduction of the average 
uuinboi* of thiys spcuit by luMuopliiliacs in the hospital each year, a 
reductiou in tlu^ niunber of days lost to school and to work each year, 
ami a ivductiou iii their uupmployment. 

The cost l)euefits of the lieinophilia centers are also dramatic. Studies 
have dociunented a (52-ptMcent reduction in total health care costs per 
patient. That is, $ir).S()() per year in 1975 to $5,932 in 1981. This repre- 
sent?^ an aiiiuialized savinjrs of $93.7 million? 

This saviii;j:s was achieved by a proffram that cost the Federal Gov- 
ennnent million during fiscal year 1983. 

.Fust as the hemophilia centers have had a beneficial impact, other 
title V M(TI blork {^M'ant programs for the handicapped. o!)ronically 
ill and mentally retarded children have* been effective in prolonging 
their lifespan, decreasing their hospitalization, and improving their 
ON I rail nhility to function at home and school. 

Aiuonnr the programs consolidated in the MCH block grant >vas 
the ge!u»tic diseases program. The genetics projects have been the 
source of newborn seieening prograiMS in many States under which 
infants ai*e screened for various genetic diseases. 

In addition, there are a number of genetics projects supported with 
MCH block grant fuiuls which provide genetic counseling to families 
with i)otential problems and provide genetic education and training 
to professionals in the health field and related fields. 

The genetics pi'ojects I can say personally have been verv success- 
f4il. For exami)le, newborn pi'ograms, screening programs have pro- 
N'ided a low-cost screening and testing for infants with phenylketo- 
nuria foi* whom a dietai'y change Avill mean the difference between 
nornuil functioning and hiental retardation. 

A li)77 (lenei'al Accounting Otticc report to Congress fomul that the 
cost of .^ri'eening at bii'th plus early ti'eatment for seven common dis- 
orders was les?< than one-eighth the pi'ojected cost of caring for an im- 
paired! child ovei* a lifetime. 

In suiuniai'v, progi'iuns supported with F(Mlei*al Ami block grant 
funds ai*e higtily etleetive ami have vei'v real cost beiu*|Jts. I would like 
to stress, however, that while the>e i)rogram.^ have done much to im- 
prove the h(»alth status of motluu> ami children, including handi- 
capjMMl chihlien. much remains to 1)(» done. 

Unfortimately the limited Federal finiding which is currently avail- 
ahl(» for these lu'ograms has m(»ant that they uuist .-truggle to fulfill 
their niamlate to pronjote the health stsitus of mothei's and childiTn, 
and that they cannot assist many mothers and children in need of 
serx'ices to obtain ^uch services. 

I would like to end on a personal note by expressing to you my most 
siueei'c thanks for youi' intends! ami siippoi t, and your effoits on behalf 
of mothei's and chihlreii: and I sny this on a personal level, perhaps, 
more than a professioiuil oiu* since I am the mother of four children. 
Thank you. 

(The prej)ared statement of Dr. Eaton follows;] 
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Prepared Statement of Antoineite Parisi Eaton, M.D. 

Mr. Chairman, I am delighted that I have been given an opportunity 
to appear before the Joint Economic Committee to testify concerning the 
effectiveness of the Title V Maternal and Child Health Block Grant (MCH 
Block Grant) programs and their cost benofits. I bring several 
different perspectives to this task. From 1974 until 1980 I was Chief 
,of the Division of Maternal and Child Health of the Ohio Department of 
Health which is responsible for the administration at the state level or 
the MCH Block Grant programs. I am currently Professor of Pediatrics 
and Preventive Medicine at Ohio State University and Associate Medical 
Director, Ambulatory Services, at Columbus Children's Hospital. I am 
also Chair of the Ohio Chapter of the American Academy of Pediatrics, 
Chair of the Academic National Committee on Community Health Services, 
and Chair of the Academy's Project Advisory Commi^ee for the United 
States-Mexico Border Project. 



Title V of the Social Security Act was originally eracted in IV35 
and provided federal grants-in-aid to the states for a maternal and 
child health program and a crippled children's program, as well as 
federal discretionary funding cf special demonstration and trainlnj* 
projects of regional and national significance. The Maternal and Chil 
Health Block Grant legislation, enacted in 1981, consolidated these 
programs with other maternal and child health programs under Tltl*. V. 



BACKGROUND 




ERIC 



,9^" 31-406 0 - 84 



- 3 



14 



It should be noted that the Title V MCH Block programs and the 
Title XIX Medicaid program are complementary, although the funding of 
the former is very small as compared with the funding for the latter* 
As you are well aware, Medicaid is a medical insurance program which 
created a reimbursement mechanism designed to permit financial access .. 
and health care by^ low-Income Individuals including mothers and 
children, and the federal government reimburses states for a proportion 
of medical care expenditures for individuals on public welfare, although 
states can elect to cover under a Medicaid medically needy program the 
medically needy who are not receiving public welfare, but wh^Ae income 
in relation to medical care needs is low enough to require assistance. 

In contrast. Title V KCH Block Grant is In essence a federal 
grant-in-aid public health program with the broad intent ot promoting 
the heal^^ of all mothers and children including handicapped children. 
The Title V MCH programs h;^ve the mandate of planning and developing a 
system of health care for mothers end children, perform the function of 
assessing the health care needs of mothers ax d children and targeting 
resources in accordance with those needs i and introduce innovative and 
optimal methods of health care into the s 'stem of health care for 
mothers and children. Thus, the Title V programs have played an 
Important role in the development of an infra-structure w'.thln which 
health care providers furnish care to Title XIX eligible; pregnant women 
and children. In addition, the Title V programs have evolved standards 
with respect to the quality of medical services provided mothers acvd 
children which not only govern che provision of these services in Title 
V programs, but also can Kerve as a reference point for the Title XIX 
programs . 
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Moreover, Title XIX program eligibility requirements are 
sufficiently stringent no as to exclude significant proportions of the 
population of mochers and children who are in need of health services, 
but lack the financial resources to obtain these services, or who are at 
the greatest risk for bad health outcomes or both, and the Title V 
programs provide services to a substantial number of such mothers and 
children. For example, the Title V programs are the primary source of 
services for the so-called working poor who are not eligible for the 
Title XIX programs. Another example is the coverage of the Title V 
programs of many mothers and children who have lost private health 
coverage due to family unemployment, but who &re not eligible for the 
Title XIX programs. Still another example is the coverage of Title V 
programs of handicapped and chronically ill children from families who 
would not be classified as low-income and are ineligible for Title XIX 
coverage, but who lack the financial resources to pay for the often very 
costly :are such children require. 

Furthermore, the Title XIX Medicaid program has tended to emphasize 
acute care services which are hospital -based, although the Medicaid 
Early Periodic, Screening. Diagnosir, and Treatment (EPSDT) program is 
aimed at ensuring that Medicaid eligible children receive preventive 
care. However, the traditional focus of many of the MCH Block Grant 
programs has been the improvement of preventive care, and these programs 
have been heavily involved in multi-disciplinary support services and 
outreach. 

Finally, it should be noted that Title V MCH Block Grnnt programs 
have a series of interrelationships with not only the Title XIX 
Medicaid, but also other federal programs, and the Title V MCH Block 
Grant programs are complementary to the Women, Infants and Children 
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NuCrlClon (WIC) program, Che Tide X Family Planning program, che 
Developaencal DlsablllCles program and federally supported special 
education programs. 



Turning^ Co che InpacC of Tide V MCH Block GranC programs,' I wish 
Co scale ac Che oucsec my appreclaClon Co che NaClonal Maternal and 
Child HealCh Resource CenCer which furnished me wlch maCerlaXs regarding 
Che ImpacC of Che MCH Block GranC Programs and asslsCed me In che 
preparaClon of chla - Cesdnony. 

ImpacC of Tide V MCH Block GranC Services for Pregnane Women and 
Newborns 

All scaces uclllze formula funds received under Tide V MCH Block 
Crane programs Co provide a varleCy of services for pregnane women and 
InfanCs which generally Include prenacal clinics, hospltallzaClon for 
high risk pregnane women, poscnacal clinics and neonacal Incenslve care 
for high risk InfanCs. The sCaCe Tide V MCH programs have had and 
conClnue Co have as a high priority beCter prcnaCal service for pregnane 
women. The lack of adequate prenatal care Is closely associated with 
increased stillbirths. Increased prematurity rates and increased newborn 
mortality and morbidity. Without prenatal care, a pregnant woman is 
more likely to have a low birth weight child which Is the most important 
predictor of death or Illness In early infancy. 

A landmark study of all births In New York City in 1966 showed that 
death rates of infants born to mothers In each of several categories of 
risk vere lowest among infants whose mothers had adequate prenatal care, 
slightly higher If their mothers had intermediate care and the highest 
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If Che mothers had Inadequate care. MoChers who bifgan chelr prenacal 
care In the first eleven weeks of pregnancy and had ac lease nine visits 
had an Infant mortality rate of 6.0 per 1»000» compared to a rate more 
than 3 times as high (19*0 per 1»000) for'wdmen who delayed their first 
visit until the 28th week or later and had fever than 5 vlslts« The 
researchers concluded that "generally, adequacy of care ... Is 
strongly and consistently assoclati^d with Infant birth weight and 
survival I an association that is pronounced throughout the entire first 
year of life." 

An excellent Illustration of the effectiveness of comprehensive 
prenatal care furnished through projects supported with Title V MCH 
Block Grant funds sre the "maternal and Infant" care projects (MIC 
projects) which are targeted to low-Income pregnant women and Infants In 
particularly underserved areas of the state* The MIC projects and 
projects utilizing the MIC model have been the subject of several 
evaluations. 

The largest ond most methodically sound published study of the 
effectiveness of a MIC project Is a study of effectiveness of prenatal 
support service provided by the Cleveland, Ohio MIC Project, which was 
supported with Title V funds. This study was conducted by Doctor Sokol, 
et. al, at the Cleveland Metropolitan General Hospital. Since I was 
Chief of the MCH Division of the Ohio Department of Health. I was 
directly Involved In the administration and development of this proj^^ct. 
and I, of course, am familiar with the study. 

In this study the outcotncs of pregnancy (for both the mother and 
Infant) of MIC project patients were compared wlrh the ouccomes of 
pregnancy for a comparable risk population of pregnant women In 
Cleveland who did not receive prenatal care through the project. 
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Results of this study indicate that the MIC Project patients experienced 
602 lover perinatal nortallty than the control groups. Both groups were 
patients in the saoe hospital and ^ere delivered by the .saae doctors. 
The inherent difference between the groups was that one group received 
prenatal and some other services through the MIC project and the other 
group received routine care from the city clinic of the hospital. 

While there are very few studies on the cost benefits of 
comprehensive prenatal care of the sort offered by MIC projects and 
similar projects t the data that are available are very encouraging. 
Perhaps the most extensive and sophisticated study of che cost benefics 
of this kind of project is an evaluation of the California Obscetrical 
Access Project presently being conducted by the InstiCute for Healch 
Policy Studies for the California Department of Health Services. The 
California OB Access Project which was supported vich Title V MCH 
formula funds* was a pilot project operating from 1979-1982 and 
providing comprehensive prenacal care, including healch services » 
nutrition counselling and psycho-social counselling* some delivery care» 
and some post-partum care in several different geographical areas 
utilizing several different service delivery mechanisms. 

The aforementioned study has thus far compared che pregnancy 
0 ouccomes of pregnant women in che OB Access project from 1979-82 with an 

equal number of macched control pregnant women enrolled in che 
California Tide XIX Medicaid program (Medl-Cal). The study found chac 
Che low blrcli welghc race for Che OB Access patlencs was 4.52^; wherean 
the low birth welghc rate nf the Medicaid enrollces was 7.i9r,. Wich the 
observed Improvement of che low birth welghc dlsCrlbucion» Chere would 
be a decreased Incidence of the need for neonatal InCenslvc care and 
rehosplCallzaClon for newborns among OB Access paclencs. LikewlAe, with 
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the obaerved improvement of the low birth weight distribution, there 
would be a decreased incidence of children with severe developmental 
delay, which would in turn produce a reduction in the 
institutionalization of children with severe developmental delay. 

The preliminary results of the study indicate that for every dollar 
spent on the California OB Access project, at least $4.20 to $5.80 are 
saved due to decreased cost for hospitalization of low birch weight 
babies during the first year of life and the decreased cost of 
institutionalization for low birth babiue who as children suffer from 
severe development delay. California has approximately 110,000 births 
to low-income women per year, and if all these women had access to the 
type of comprehensive prenatal care furnished by the OB Access Project, 
it is estimated that $49 million dollars In savings would accrue to the 
state because access to this care would produce a reduction in low birth 
babies which would in turn pi^oduce a decrease in needed hospitalization 
of such babies through the first year of life. Moreover, there would be 
additional savings due to the fact that there would be a lower incidence 
of severe developmental delay associated with low birth weight. 

In addition to the already described studies, there are other 
studies which demonstrate the cost-ef f ectivenes of TiCl * V MCH Block 
Grant programs which provide services Co pregnant women and infants. 
Suffice it to say that I believe it has been documented that these 
programs have been highly successful. 

Impact of MCH Block Grant Services for Children 

The programs consolidated in the MCH Block Grant have alio made 
possible a wide variety of programs which provide primary health care 
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tor children. According to the Report of a Select Panel to Promote * 
Child Hea-ltht the value ot comprehensive health care for children in 
laying a basid for lifelong health "is clear," and children are uniquely 
fortunate in the range of preventive services available to them. 

The immunization of children againat infectious diseases, which can 
cause permanent disability and in some cases death, constitutes one of 
the greatest successes of federally funded state child health services, 
and large-scale immunization campaigns have virtuali> eliminated 
t smallpox and led to marked declines in the incidence of diphtheria, 
measles, whooping cough, polio, rubella and tetanus. Title V MCH monies 
have been widely used by states to fund the immunization activities of 
public health nurses. c 

One of the best illustrations of the beneficial impact ^f the 
Block Grant programs which deliver health care to children are the 
Children and Youth Projects (C&Y Projects), which are targeted to 
low-income children in underserved areas. In my own state of Ohio there 
are two CiY projects, one in Columbus and one in Dayton, and I am 
currently directly involved in the planning and administration of the 
Columbus project, 

A good example of an evaluation of cost benefits ot C&Y projects is 
furnished by an evaluation of the New York City CiY projects. For 
example. New York City at the present time has seven C&Y projects which 
provide comprehensive, preventive diagnostic and treatment services for 
low-Income children rather than fragmented health services for episodic 
Illnesses. In 1980 approximately j^" of the patients had Incomes less 
than or equal to 150% of the federal poverty level and 407, were y.edicaid 
eligible. 
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The effectiveness and cose benefits of these projects Is 
demonstrated by the fact that children enrolled In the C&Y prcjects have 
fewer hospitalizations and lov«r pharmacy costs than Medicald-ellgible ^ 
children In New York City as ^ whole using traditional health services. 
In 1980» the C&Y children had a 30^ lower hpspitallzation rate than 
Medlcald-ellglble children In New York City as a whole» and the total 
cost of providing services to a child In a C&Y for one year Is 
approximately the cost of one day*s hospitalization through Medicaid* 
The pharmacy costs for C&Y patients were one-quarter of those for 
Medicald-ellglble children in New York City as a whole. 

In 1980 the New York City C&Y projects together with the Maternity 
and Infant Care project had annual savings of approximately $2 1, 352 » 384 
in two selected areas alcne — and prevented hospitalizations and lower 
pharmacy costs. In 1980 thesa projects received $11, 660, 181 in Title V 
funds. Thus, the 1980 cost savings realized by these projects were 
twice the amount of the Title V funding allocated to them. 

Impact of MCH Block Grant Services for Handicapped Children 

Several of the programs consolidated In the MCH block Grant, such 
as Che State Crippled Children's (CC) programs and the State 
Supplemental Security Income for Blind and Disabled Children (SSI) 
programs provide or assist In the provision of services for children 
with handicapping conditions, life-threatening or chronic diseases and 
mentally retarded children. And all states allocate a significant 
amount of the formula funds they receive under the MCH Block Grant to 
these programs. In addition, there are several programs such as the 
pediatric pulmonary centers, the universally affiliated programs for the 
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developmeneally disabled and Che hemophilia programs which nre a major 

source of services for handicappedi chronically ill and oiencally 

« 

retarded children. 

Such children ofteh' require highly specialised health care as well 
as other services such as special education services and social 
services. Furthermore, the care which such children require often 
involves professionals from many disciplines and is quite expensive 
because of its specialized nature. 

Probably the most extensive study of the impact of a. program 
supported with KCH Block Grant funds is that involving a five^ypar study 
of outcomes of comprehensive hemophilia diagnostic and treatmen**. center 
programs. In 1975, Congress established the comprehensive hemophilia 
diagnostic and treatment program to e^itablish regional hemophilia 
centers and affiliates. In 1981 this program was consolidated with 
other programs in the MCH Block Grant and was made eligible for funding 
with the 10-15% of the federal appropriation set-aside for discretionary 
funding of projects of regional and national significance. 

The regional hemophilia centers provide state of the art 
comprehensive diagnostic and treatment services, including not only 
medical, dental and orthopedic care* but also psycho* social and 
vocational counseling furnished by multi-disciplinary teams. Prior to 
the est'ablishment of these centers, care received by hemophiliacs tended 
not to be comprehensive aad was often uncoordinated. 

A five-year study of the outcomes of eleven of the centers provided 
dramatic evidence of their effectiveness. Between 1975 and 1981 the 
following occurred: 
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The number of paciencs served by Che centers more than tripled 
and more than two-thirds of the patients can treat themselves 
when needed. 

The average number of days spent by these patients in the 
hospital per year was reduced from 9.4 days to 1.8 days. 
The number of days lost to work^or school each year because of 
bleeding decreased four-fold. 

Unemployment decreased from 36^ of the patients during the 
year prior to federal funding of these centers to 13% and as 
low as 4.5X in New England. 

The number of patients with third-party coverage increased c 
from 74% to 93%. 

The out'Of-pocket expenses per patient per year have decreased 
from $850.00 to $340.00 per year. 

The cost-benefits of the hemophilia centers are also dramatic. 
Studies have documented a 62% reduction in total health care costs per 
patient ($15»600 per year in 1973 to $5,932 In 1961). This represents 
an annual savings of $93.7 million dollars. This saving was achieved by 
a program that cost the federal government $2.6 million dollars during 



Just as the hemophilia centers have had a beneficial impact, other 
Title V MCH Block Grant programs for handicapped, chronically ill and 
mentally retarded children have been effective In prolonging thei' wife 
span» decreasing their hospitalization, and improving their overall 
ability to function at home and school. Moreover, Just as the 
hemophilia centers have very real cost benefits, other Title V Block 
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Grant •programs for handicapped, chronically ill and mentally retarded 
children have produced coat eavings* 

Genetic Services for Familiee 

Among the programs consolidated in the MCH Block Grant was the 
Genetic Diseases Program. Under this program the Federal Division of 
Maternal and Child Health has made discretionary grants for genetics 
projects. These projects have been the source of newborn screening 
programs in many states under which infants are screened for various 
genetic diseases. In addition, there are a number of genetica projects 
supported with MCH Block Grant funds which provide genetic counseling to 
families with genetic problems or potential problems and provide genetic 
education and training to professionals in the health field and related 
fields. MCH Block Grant programs providing genet icb services furnish a 
link between the MCH Block Grant Programs dealing wich maternal and 
child health services and the MCH Block programs dealing wich health 
services for handicapped, chronically ill and mentally retarded 
children, because if genetic services can be incorporated into the 
primary health care of mothers and children, many handicapping 
conditions from which children suffer could be prevented. 

For example, newborn screening programs result in the 
Identification of genetic diseases which if undetected and Improperly 
managed can lead to mental retardation and other handicapping 
conditions. Thus, newborn screening programs have provided low-cost 
screening tests for infants with phenylketonuria (PKU) for whorr a 
dietary change will mean the diffevence between normal functioning and 
mental retardation. Screening tests for congenital hyi^othyroidlPm have 
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:;imilarly been successful and cosf.-ef Tectivc. A 1977 General Accounting 
ut'fice Report to Congress found that the coat of screening at birth plus 
e.irly treatment for seven common disorders was less than one-eighth the 
projected cost of caring for an Impaired child over a lifetime* 

SUMMARY 

In sunnnary, programs supported with federal MCH Block Grant funds 
are highly effective and have very real cost benefits. I would like to 
stress, however, that while these programs have done much tc improve the 
health status of mothers and children, including handicapped children, 
much remains to be done. Unfortunately the limited federal funding 
which Is currently available for these programs has meant that they must 
struggle to fulfill their mandate to promote the health status of 
mothers and children and that they cannot assist many mothers and 
children in need of services to obtain such services. 
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Senator Bkntskn. Tluuik you very much, Dr. Eaton. • 
As 1 was listening to your testimony, I could not help but think that 
even if a person had absolutely no amotions, no personal involvement 
with these children — even if thpy had not personally experienced 
some of these problems in their own family — that just by looking at the 
studies you cite, an overwhelming case exists in support of the expendi- 
tures in this area. It ought to impress even a David Stockman. 
Dr. Eaton. Let us hope so. 

Senator Bentsen. Hut you know there is nnich more to the story 
than just some numbers. You are talking about lifetime handicaps 
that come from inadequate prenatal care or childhood immunizations. 

What we have to remember here is that as we try to shrink these 
runawniy deficits, one of the priorities has to be to maintain our invest- 
ment in human assets and w-liat they mean to a productive country in 
the years to come. 

I appreciate your testimony. I have some questions I want to ask jou 
later, but at this point I would like to proceed with Dr. Budetti, if 
you would give us your testimony, please. 

STATEMENT OP PETER F. BUDETTI, ASSOCIATE PRO- 

FESSOR OF SOCIAL MEDICINE IN PEDIATRICS, INSTITUTE FOR 
HEALTH POLICY STUDIES AND DEPARTMENT OF PEDIATRICS, 
SCHOOL OF MEDICINE, UNIVERSITY OF CALIFORNIA, SAN FRAN- 
CISCO 

Dr. BtTDErn. Thank you very much, Senrtor Bentsen. And, like Dr. 
Eaton, I am ph»aseil to be here to be able to share my thoughts with you 
.aiul also, like Dr. Eaton, 1 am gratified that you have recognized the 
importance of these issues, the nnportance of addressing child health 
I)roblems, and that you have chosen to devote so much of your own 
time and efforts to the solution of these problems. 

Far too often we hear the question raised: ""WHiy should we even 
worry about children?" Now, to many people, particularly those of us 
with firsthand experience in the delivery of health care, the reasons 
for special concern for children are self-evident ; to insure that we can 
relieve pain and suffering, avoid unnecessary deaths, and help all 
children achieve their maximum potential. 

Rut as you pointed out just a minute ago, beyond those arguments 
there is a very real argument tluit diihl health is a social investment 
and also, as you pointed out earUer, children are vulnerable politically 
and need adults to speak for them. 

Finally, as Dr. Eaton just touched upon, there is a need for special- 
ized liealtli services that. In many cases, are as unique as the children 
they treat. In terms of the societal value of healthy children, liealth 
is very important in determining both the kinds of schools children 
can attend and their performance in scliool. 

Poor health seriously affect their ability to work in the future, a 
particularly important societal value. As the Nation has more older 
people, we will need more productivity from all of our younger people 
and the heahhier tliey are. the more productive tliey are likely to be. 

In terms of political vulnerabilitv, I think we have all seen many 
implications in the health care field. One of the most important ele- 
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ments is that wo Imve evolved a health care system based on employ- 
ment for adults and on medical care for the aginjj; and. therefore, we 
have a system that is not targeted specifically toward children's needs. 

bo It IS not surprising that we have more incentives to provide highly 
technical services for adults and long-term care for the aged than pre- 
ventive and primary care services for children. 

Finally, on the question of specialized health services, we all know 
of, and of course we are very grateful for, the gains that have been 
made in child health in recent years. It is remarkable that most chil- 
dren are quite healthy and need pi incipally preventive aiul acute care. 

But some groups of children are very sick. We are going to be talk- 
ing about the poor children, in particular. There are also children 
whom you remarked on, the relatively small proportion of children 
with chrome handicapping conditions that require a large amount 
of highly specialized health carp, and it is important to remember that 
we cimnot treat those children medically as small adults. We are talk- 
ing about children with alHictions such as extreme prematurity, spinal 
bih(ia, cystic fibrosis, metabolic diseases, physical handicaps, and a 
myriiid of other serious chronic health conditions. 

These conditions are very rare. Each of them requires unusual medi- 
cal expertise. Taken together, children with these kind.s of conditions 
are only a small fraction of all children, but they require virtually a 
third of all health care resources consumed by children. 

So I believe that there are compelling reasons to be concerned about 
children. 

Thinking abo\it the second question: Why worry about poor chil- 
dren? I think thei-e is a very simple answer: Poor i-hildron arc sieker 
and poor children are dependent on public programs for liealth care. 

Illness is more commoti among poor children and, oven more sti'ik- 
ingly, IS more .severe when it occurs. Clinical and epidemiological 
.'Studies iudinite that poor children are twice as likely to be bom at 
low birthweight, twice as likely to contract illnesses slich as bacterial 
meningitis, tliree to four times as likely to lack indicated inununizii- 
tions in the pi-eschool period, two to three times as likelv to contract 
illnesses such as rheumatic fever, two to three times as likely to have 
iron deficiency luieniia, two to tliree times as likelv to have hearing 
problems, r)0 jjei-ceut more likely to have uncorrected vision difliculties, 
nine, times ns likely to have elevnted blood lead levels, ami 7') percent 
more likely to be admitted to a hospital in a year. This long list of 
problems keeps children restricted to hospitals and causes them to lose 
days at school. _Mnrtality I'ates, not just illness rates, aiv much higher 
among poor children. That iuclndes the newboi n pei'iod, the first vein- 
of life, in early childhood as well as in latei- childhood. Poor children 
die iiioro often from accidents, from conditions such as lenkeniia and 
premitiil prol)lems, and they sufter from a variety of otlier afflictions 
likely to increase moitality rates thi'oiighout childliood. 

Allot hei- serious dinieiision to the association between low-income re- 
ported health in cliililliood istluit the iiiim})ersof jioor <-liildreii are in- 
ci'easing, rcvei-sing f he trend of recent decades. Throughout the lOfiO's, 
the rat<' of children under 18 years living in poverty fell l)v nearlv one- 
Imlf. from aliout -27 percent in l!),')!) to what has tliiis farproveil to l)e 
an alltime low of 1,'3.8 in I'JO'J. During tlie lJ)7U's, the rate fluctuated 
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somowlmt but pMUMally rose, ivaohinp; 16 percent in lf>79. Increases 
sinco tluMi have boon irraniatio: 17,9 percent in 1980; 19.5 percent in 
IDSI: anil over 21 pereenl in l\)H± That figure means that some 1 out 
of every 5 ehihlren in the United States lives in poverty* or some 
ll\J} million children. 

The current situation, I believe, is clear. Poor children are not as 
healthy as other children; and every day there are more and more 
childivn living in poverty. Thus there is an urgen* need for govern- 
ment to prevent, reduce, and, treat the health problems of poor 
children. 

Now, some critics have as.serted that health care may not make much 
ditl'eience in health status. Our experience with studies of the impact 
of health care on the health status of children in this country, par- 
ticularly children from low-income families, is quite different It 
inclieates that medical care can and does make a difference. 

In a recent review of such literature, 26 areas were found that 
showed that medical care made kids healthier. Not all the evidence is 
perfect, We do not put a lot of money into studies of this kind, but it 
IS (dear to many of us that the studies'are sound enough and conclusive 
enough that child health is well benefited by medical care programs. 

Now, looking at medicaid in particular, it is dramatic how the gaps 
in access to care have begun to close, AlthoUf^h disparities still exist, 
utilization of health care services by poor children is now about the 
same as for nonpoor children. 

In 19(5:}, before the enactment of the medicaid program, differences 
in utilization of health care .services were great, Onlv about 52 i)ercent 
of the younger children and 41 j)ercent of older children in low-income 
families had seen a physician in the previous year compared with 87 
percent and 70 percent respectively in higher income groups. 

Since tliat time, those numbers have been reversed and the numbers 
are much closer now. Medicaid has greatly improved access for low- 
income children. There are still disparities, particularly in getting 
children to have a regidar source of care so tlioy know where they are 
going for their care and having a regular personal physician to pro- 
vide that care. 

Programs such as medicaid have not only helped children get to 
the doctor and get into the hosjjital when thev need it, they have also 
helped improve, the health status of those children; and my prepared 
statement cites the number of studies that point toward the impact 
of medicaid on improving the health status of low-inconu^ children. 

Now, it is important, I think, to remind ourselves that not only can 
medicaid make a difference, but also that medicaid is overwhelmingly 
the most important means for providing health care to poor children. 

The Fecleral (lovernment does not spend many medicaid dollars, but 
what it does spend is critical. The. money is a small proportion in 
the al)S()lute amount of Federal expenditures, but it is very important 
for children. Medical accounts for 55 percent of public funds spent 
for children. The aged and other groups have other sources of health 
insurance, particularly medicare: but low-income children are really 
lieavilv reliant on the inedicaid program. 

Kecent studic^s released bv the Census Bureau document the impor- 
tance of medicaid for these children. In 1981, if you look at the cliil- 
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dren wlio live below the poverty level, two-thirds had only medicaid; 
private insurance could be counted on for only 18 poiront of those 
children. Because many families under the poverty level have no health 
insurance— without medicaid— nearly four of five children of these 
families Nvould have no health insurance protection whatsoever, 

Medicaid unfortunately leaves sonu» jiapS. These are papn that need 
to be filled. Medicaid has historically covered fewer than half the 
children livinjir below the poverty level. As the number of poor chil- 
di'eii increase in this couiiti'y, we'would ex])ect to see a significant rise 
in the nunihei* of nunliciild recipients who ai'e chihbvn. 

rnfortunately, in the last couple years, this has not hapi)ened and I 
believe we will hear testimony later from the Children s Defense Fund 
citing fijrures as high as 700,()()() \.-omen and children removed from 
the medicaiil health rolls, a consequence of the fact that States control 
the fimincial standards for welfare pi-ogi^ams. WhcMi those standai'ds 
are not incrc;?scd over time, only poor and poorer people are eligible 
for medicaid. In adiUtion, the fact that nuulicaid is limited to children 
in certain categories restricts eligibility. 

One of the most important and om» of the nu)St unfortunate policies, 
of coui'se, 1ms been for States to deny cov(>i'age foi* prenatal care to 
pregmmt women carrying their first child. I believe that the steps that 
you and others have taken to undo this unfortunate policy will be very 
- important because of the higli personal and societal costs that result 
from lack of prenatal care. Clearly there is an association between pro- 
vidinir cost -e fleet ive prenatal care and reducing the number of low- 
birth weight infants whose care is so expensive. 

Another important group of children left out of the medicaid pro- 
gram in many States are the medically needy, such as children from 
families in the right categories, but with income categories just a little 
bit too high; even when their families have huge medical bills, they 
may not be eligible for medicaid. Twenty States still do not cover 
medical Iv needy children as of 1983. 

Cuts directly affect other State programs and private expenditures 
to health care as well. 

Dr. Eaton mentioned the Crippled Children's Services [CCS], For 
many years they have been able to target their funds on ainbuhitory 
services and on sp.^cialized services because many of the CCS cliildren 
were also eligible for medicaid. But as meclicaid is cut back, the CCS 
programs may well have to devote an increasing share of their budgets 
to the in-hospital cnic once funded by the medicaid program, thus se- 
verely restricting their ability to deliver the specialized and cost-effec- 
tive services that Dr. Eaton referred to. 

Private sector medicaid cutbacks in eligibility benefits and payment 
levels increasi^ the bad debt levels that hospitals aiul pliysicians see 
leading to cost shifting to private patients, making in afTei^t, a hidden 
tax on employers ami on sick people who have health insurance and/or 
pay out of tluMr own pockets. 

The deleterious effects of medicaid restrictions on children have by 
no nutans all been measured as yet and many nuiy not appear for years. 
Di\ Miller cites some indications of the ill eft'ects of program cuti)acks 
over the last couple of years along with tlu> reci^ssion. I have some 
preliminary results from a study of pediatricians who mainly work 
in teaching clinics. 
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Tho stiulv was roiuhictocl oaiiicr this year and shows the impact of 
inodioaid nits on othiM' profjrains. Of tlie nearly 400 pediatricians 
who responded, to the survey, two out of thfee reported a need to cut 
Imck services in their profrrams because of cuts m public programs; 
ahnost half of .the reported reductions were due to problems with 
medicaid. 

About one-third of those pediatricians reported an increased use of 
their^^elinies by people who jneviously sought care elsewhere but now 
were imable to pay for care. They also cited a large number of fami- 
lies without insurance now unable to afford treatment vAxo had pie- 
vio\isly been )?oinf; somewhere else. 

In conclusion, I would like to say that medicaid is by far the most 
important program the Federal Government has ever established for 
healtii eire needs of poor children. It has opened the door to care for 
nuiny children. Many other poor children — ^more than half — were 
never covered, however, because their numbers are increasing. We 
know there are reforms which may be necessary — controls on spend- 
iiig increases may be necessaiy — but not ones that deny medical caro 
tochihlren in i)Overty. 

I strongly support Ihe position of the American Academy of Pedi- 
atricians that all children have a right to health care and that children 
should 1)0 covered by a comprehensive public plan when families are 
unable to provide for adequate health financing. This should be the 
goal of our countrv and we should move toward and not away from 
meet ing t hat goal . Thank you very nmclu 

[The prepared statement of Dr. Budetti follows ;] 
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PiiBPAUED Statemkxt or Pkter p. BuDEin, M.D^, J.D. 

Seniiitor Hentsen and Menbers of the Coniittee» I an ^>eter P, Ru'letti , 
M.O,, J.n., Associate Professor of Social Medicine in Pediatrics of the 
Institute for Health Policy Studies and the nepartn^nt of Pediatrics of th? 
University of California, San Francisco, 1 appreciate your invitation to 
share with you ny thoughts about Medicaid and child health. While 1 
gratefully acknovlddge the contributions of the work of nany of "ny 
coi leagues to this state"T=?nt, 'ny remarks are ny own views and 1 do not 
purport to speak on behalf of the'n or the *Uni versi ty of California. 

'Iny v nrry \bont Children? 

To riany, particularly those of us who h^ve first-hand experience in the 
dplivr^ry of child health services, the reasons for a special convern over 
Child health care are sel f-«»vi dent : to ensure that our ab-ilitv to relieve 
pain and suffering, avoid unnecessary deaths, and help children achieve 
th^ir naxinuTi potential do^s not decline. H«yond thf> level of the 
individual child the argu-nents fall into three hroad cateqori^S: child 
health as a social invest'nent, the political vulnerability of children, and 
the need for specialized health services that in Tiany cases are as unique 
as the children they treat, 

There is a clear societal value in healthy children. Hpdltn is of 
inpnrtance in deter^iining school attendance, performance and b<^havior, and 
may s<>riouSly affect future employment. Thus ^f^orts that improve the 
hpalth of children arp, in a very real sense, a long-f^rm nation;^! 
investn?nt that will pay important social dividends. Th<^ imoortance of 
this social invf^st'^^nt will increase as d^^mographic trends change the aq«> 
iistrihution of the \merican population so ♦'hat there '/ill fo,^ar 
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chi]dr-»n relative to other ^90 groups 'the elderly in particular^ That 

n^ans. we will need nore productivity per young person » or at least fpwt»r 
young people who are nonproducti ve» 

Connon to each of the underlying reasons for pronotinq child health is 
a recognition that children will always he a constituency in need of proxy 
renresont.ation, Cnildren's issues will always be debated and decided or 
*avpn neglected and "lade worse by adults. This political vulnerability 
nf cnild issues has spveral inportant ranif ications with regard to health 
and he^Uh care policy. 

Unlike nost othor industrialized countries, the United States has had 
no consistent, lonq-ter-n national child health policy, and no najor 
ad'ni nist rati ve structure in the Federal government to inplement such a 
policy. In particular, by financing health care services predominantly 
throuq>i enpl oynpnt-rel ated insurance and through MPdicare for th^ aginq. v^e 
have cheated a sv^f^i that pays little deliberatp attention to l^^ needs of- 
children, ^s a result it should not be surprising t^iat our system creates 
norp incentives for high-technoloqy , specialised acute care of adults artd 
the elderly than for preventive or pri'^ary care services for children. 

Recent c^ianges in the national oolitical atmosn^iere have renewed fears 
that q-ji ckl y-enacted policies designed to cut health ca^p epxendi tu^es 
would erod*^ tne progress children's programs ^lad nadp in th? past, 

Mnf ortun3t<^1 V, these f^ars have proved to be w?ll grounded, So'^e of 
a-l .'d: i t-^s of the new dporoach qenuin^ly do believe that child health 
interests will be s-^rved better tnro'jqh state and local than through 

. ... 
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Federal control, and blane the Shortcomings of existing programs on th- 
inefficiency of large central governments. Rut what has happened, however, 
seens to be that the nagniturie of Federal fiscal reductions has been so 
great and changes have occurred so swiftly that we have exploited the 
vulnerability of children and nay have in part reversed the historical 
accompli sh"i?nts of highly beneficial programs. 

The third, ^nd possibly nost important, reason for particular concern 
about children is that children require specialized health care and 
therefore policy decisions that are based on the population as a whole can 
have disastrous effects when applied to certain areas of child health. 
Most Children, as we all know, are quite h-althy and need principally 
preventive -and acute illnpss care. «ut some groups ■ are very sick. For 
example, a major study analyzing the frequency of serious health problens 
in the first year of life revealed that infants are subject to both a high 
fr.n.oncj and h.igher acuity in health oroble.ns. nn. in five infants 
suffers at least on. .,ajor health problem and one in ten is hospitalized 
. during the f i rst year. 

,n addvtion, a relatively S..11 proportion of the child population 
requires a disproportionately large and highly specialized amount of health 
care. These children cannot be regarded medically as "small adults." In 
this category are infants and children with afflictions such as extreme 
.remnurity. spina bifida, cystic fibrosis, metabolic diseases, physical 
n.n.icaps and a myriad of other serious chronic health conditions. Each 
one of these conditions is rare and requirPS unusual medical expertise. 
Taken together, children with chronic and disabling conditions are only a 
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S-ndll fraction of all children but require about one-third of all hospital 
care for children. 

Thus there are conpftUinq reasons to he conc*?rned about children. 
Individual children need to have their pains relieved and their potential 
stimulated. Society needs healthy children to become healthy, productive 
adults. Children have no direct political power and nust rely on us to 
represent then honorably. And children who are sick need special care that 
will not be available in a system desiqned to care for adults and the 
el derly. 

Why '■Jorry About Poor Children? 

Fa-nily income is a powerful correlate of ill health in childhood. 
Illness is more cOTimon among poor children and, even more strikingly, is 
more severe when it occiirs. Clinical and epidemiological studies indicate 
that poor children are twice as likely to be born at low birthweight, twice 
as likely to contract illnesses such as bacterial meningitis, three to four 
times as likely to lack indicated immunizations in the preschool period, 
two to- three tines as likely to contract illnesses Such as rheumatic fever, 
two to three times as likely to have iron-deficiency anemia, two to three 
tines as likely to have hearing problems, fifty percent more likely to hnve 
uncorrected vision difficulties, nine times as likely to h^ve elevated 
blood lead levels, and 75 percent more likely to be admitted to a hospital 
in a year. 

Poor children have 3n percent noro days when their activity is 
restricted and 40 percent more days lost fro-n school due to illness. They 
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^re 'nre ^liv.ply to t>5 reported by their parents 3S having one or more 
chronic conditions. Three to six tinas the proportion of poor children are 
reported by their teachers as being in fair or poor hea^lth as is the case 
for non.poor children and the san? teachers report three tines as many poor 
Children as having a condition that 1 imits .school work or play activities. 
Poor children Are also nore likely to be diagnospd by physicians as having 
one or more psychosocial conditions ^nd 10 to SO p?rcc.'nt more likely to be 
found to have a significant abnormality on physical examination by a 
ohysician than nnn.poor children. Family income is more strongly related 
to these measures of ill health than other snciodemograohic characteristics 
such as race t^nd parental education, \[ 

Mortality rates of poor children are much-higher than is the case for 
non-poor childr*en. Meonatal mortality rates are one and one-half times 
higher among poor children and postneonat^l mortality rates are twice as 
nigh. Poor children are anoroximnel y one and one-haU to three times as 
likely to die after the first year of life as non-poor children. The 
higher death rates among the ooor are' not due to a higher proportion of 
non.whites among the poor, as the discrepancies across income groups 
are more consistpnt and striking within the vvhite population alone. Poor 
children are more likely to die from accidents and from condiv.ons such as 
leukemia, Porinatal problp-ns, when they o-cur, have greater inpact and 
nore spqu--*l3^ in poor childrpn and poor children have greater 10 deficits 
•n^n horn at lo.v ^irth.v^ight than other childrpn. Twice the proportion of 
'nor children hdve narked iron deficiency and poor children are -nuch more 
HK.ely to hdvo niri^p^iy olevated blood lead levels. Poor children with 
^OP-^ndicitis rtro nor^ likely to exp^riencp appendiceal o^rforation and 
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peritonitis than non-poor children. Poor children are two to three ti^es 
as likely to have severely inpaired functional vision or worse with 

usual correction). The average length of stay in the hospital is twice as 
long for poor chilcirpn and their average total hospital days are four tines 
as high as for other children. Com-ion conditions tend to be more severe in 
poor children, as is the case with asth^.. r.reater hospitalizations are 
also experienced by poor children with unco-non conditions. For exa-nnle, 
for diabetes, the hospitalization rate is at least two to three ti-nes 
greater for poor than for non-poor children. Poor children are twenty 
tines as likely as non-poor children to be unable to attend regular school 
b.c..use of a health-related problem ,nd twice as likely to be linited in 
their ability to do so. Mthough evidence on the relative prognosi s of 
nealtn problems in poor and nan-poor Children is scant, data which exist 
suggest that the illnesses of poor children are ...ore likely to persist or 
nave sequelae than is the case for other children. 

Tn.s there is co^oelling evidence that low inco-ne and 'poverty are 
important risk factors for childhood illness. nocun^ntation of the 
nechanis",s by which poverty exerts an effect is lacking but inferences can 
he drawn fro-, the research literature concerning a variety of types of 
factors. Poor children are nore 11 kely to be exposed to envi ronnental 
toxins hocause of the neighborhoods in which they live. r,rpater life 
strPss-'s =.-,onq poor families also predisposp to greater illnpss. To the 
e.^Pnt tn.t nelical care is efficacious in oreventing or aneliorating 
nines., -^.--M^rs in access to appropriate and tinely care also arp 
-issoci.'l'-l with -nrp frpquent an^l -inre severe illnp'.s. 
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There is another serious dinension to the association bet\veen lov 
1nco*n? and poor health in childhood the nmbers of poor children are now 
incr/aasing, reversing the trend of recent decades. Throughout the l^^^^s, 
the poverty rate anong children under 1^ years in fanilies fell hy nearly 
one-half, froTi 26.Q*i in to wnat has thus far proved to be an all-tine 
lo»v of n.*^*'; in 1060. Huring the 1^70$, the rate fluctuated so-n?what hiit 
generally rose, reachinq 16,0% in lncre?$«>s since then have been 

dra-iatic 17. 9^; In 19. in IQ-Sl and over :?r, in >low. so-ne 

n.'^ nlllion, ^ore than one of every five children, lives in poverty. 
Further-nore, the poverty rate for children is alnost ^0'; higher than for 
any otn*?r popula^'ion group. 

The Current situation is clear poor children are not as healthy as 
other children, and every day ther^ are more and 'nore children living in 
poverty. The inplications should be equally cl^»ar th^re is an urgent 
need for qoverment to prpvent, reduce, and treat the nealth prohle'ns -^f 
poor chil<lren now, even as v/e search for long-tern solution*; to the 
i]'>derlyinq onverty itself. The responsibility li'^s with qove'^mpnt hpcawsp 
of the in-nediacy and seriousness of illn'?ss in childhoo', and oartirijlarl y 
witn the Federal goverment because of the great inportance of Federal 
proqra-^s to deliver nealth care to poor children. 
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M°dical Car? Onqs .Make a nlfference 

Although long.tern declines in nortality and 1nprovei?nts in health 
status are prinarily a result of social and »r,viron^»nta1 advances. neHcal 
care has had a substantial effect. Medical care can be de-ionstrated to ha 
effective in preventing nuch of the nortality and morbidity in ch^dhoid 
..and..tnerofore..in jiodifyl.n.q theJi^pact pf ,l.Qvi_incone. o_n_inness,. 

The benefits of nedlcal care have recently been docmented in a review 
of the literature concerning sixteen different indicators of ill health 1n 
Childhood: neonatal nortality, postnponatal riortal ity . low birthweight . 
hirths to tppoaqers. bacterial n,eningitis, diabetic acidosis, astnna. 
appenriicitis. inTini zati ons and con--.,ni cable diseases. congenital 
hypoihvroidis:n and phenylketonuria, gastroenteritis and dehydration, 
epilepsy, lead poisoning, iron-deficiency ane'^ia. rhewnatic fever, and 
child batterings. 

Evidence of th- benefits of -nedical care is of two tyoes: \) Tennoral 
relationships between a change in frequency and/or severity of a condition 
and a change in the nature or anount of health care del ivered ; 2^ \ 
relationship between an increase in co-iol ications or sequelae of illness 
and delay in seeking care. 

Tho evidence is i^p^rfect. For nost conditions for which nedical care 
is sought, ovidenc- of effectiveness h,s not b-n -ocun^ntPd bv soecific 
,riios. Moreover, wnen studies dn document th^ P^ficacv of narticjlar 
nodes of th-ranv. few indud" th-ir applicatinn und-r usual conditions of 
practice and the extent to which various grouos in the population have 
-ccfss to efficacious care. Nevertheless, the studv cited abovp .as able 
to conclude that "U the results of this literature review can he 
generalized to other conditions, n.ch although by no "le.ns all of nedical 
care can b= said to nave a beneficial effect; conversely, ooorer access to 
nedical care can :,e considered a risk factor for greater inne.s." 
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Mn.v M.^dicdid Mas Helped Poor Children 

Although sone disparities in health status pprsist, gaps in the access 
to .^nd utilization of health care have begun to close. The utilization of 
health care services by poor children now approxinates that of thenon- 
poor, hut did not begin to do so until after the enactnent of the M^-dicaid 
nrogrd'n. Aday et al_ report that, overall, ^7 pprcont of the children in 
the united States ages 1-5 saw a physiciao in loyr,; the range was from Q7 
percent of children in fanilies with hiqh inco'nes to 7fi percent of thos«» in 
lo./-incone fa^iilies. They not^d similar ratios for children ages 6-17 in 
housphnlds of different incone status. In 196?. before the enactment of 
Medicaid, ho.vever, the differences in utilization were nuch greater: only 
^? percpnt of the younger children and percent of the c'der grouo in 
lov/-income families saw a physician in the previous year, compared with V 
and 70 percent, respectively, in the high-Income group. Other national 
studies h^ve also confirmed the increased use of health services by poor 
Children since enactment of Medicaid, 

'Medicaid has gr-patly improved access to health services for low-income 
children but has not yet eliminated all the disparities. The poorer the 
family, the more likely the children are to have no regular source of care 
and to have a place rather than a particular physician as their regular 
source of care. 

The type of health insurance has a large impact on whether or not the 
c^^ild has a regular sourc*^ of carp, even when thp familv has a low income. 
For ^xa^ole, aHost twic*^ the proportion of poor ch*ildr<*n (income wnd^r ISO 
norc»»nt of oovprtv) who ar^ uninsured lack a regular sourcp of care as 
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compared with those on Medicaid and those with private or military 
insurance, Even with insurance, however, poor r.hildren with Medicaid and 
those v/ho are uninsured are nore likely ;.o have a place without a 
particular physician as their regular source of care (37,S and 3<^,Q percent 
respectively) than poor children with private or military Insurance {^S.Q 
percent). Individuals in each i ncoie group who are rec^^iving Medicaid are 
IpSS likely than those who are uninsured to he without a source of regular 
care but are n least equally likely of having a Place rather than a 
particular doctor as their regular source of care, 

B<*1ng poor and being on M<>dicaid are also associated with high 
■proportions of children using hospital outpatient deoartnents as their 
regular source of care. Outton, in a study in Washington, P.C., 
rte:nonstrated that certain types of organizations, particularly those that 
provided poor continuity of care and that provided care primarily to poor 
people achieved less satisfactory outcomes (such as fewer preventive 
services) than organizations providing greater continuity and serving 
heterogeneous populations. Low-income children are even less likely to 
-have contact with a physician than other children if their greater ilhiess 
Is taken into account. Controlled for morbidity, poor children have many 
fewer visits than non-poor children. 

ProgrdHs such as riedicaid not only have helped poor children get 
'nodical car*^, they have even had a demc^strahle effect on the health of 
those chiHrpn. The ameliorating effect of nodical care on tho poorer 
heaUh st-^tijs of rli sadvant-iged children is de-nonstrated by th^ following: 
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1. HospUaHzdtlon rates anonq poor children increased after access 
to rnedical care was facilitated in the rTiid-iqf)Os. Concomittantly , 
lengtshs of stay declined so that the disparities between the poor 
and the non-poor were nuch less than In the eacly l^fiOs. 

There is now better diagnosis of soecific najor chronic illnesses 
anong poor children than was the case previously. Prior* to thp 
nid-19r^0s. a much lower proportion of poor children were diagnosed 
as having diabetps than was the case for non-noor children. 
the n1d-iq7ns, almost equal proportions had diagnosed diabetes, 

^. Subsequent to programs such as Medicaid, the disparl'.y in 
postneonatal no.'tality rates between the poor and the non-poor 
narrowed, 

4, m areas where access to better perinatal care was facilitated the 
gap in neonatal mortality rate between the poor and the non-pnor 
narrowed. 

In surrnary, better access to appropriate "ledical care can Improve the 
health status of poor children. Poorer access to care is responsible, at 
least In part, for the greater severity of illness anonq poor as compared 
with non-poor children. Lack of access to tinely and adequate medical care 
is cle-jrly a risk factor for nore severe illness in childhood. 

It is inoortant to note not only tnat Medicaid has help-d, but also 

that Medicaid is overwhelningly the n^st inportant ^eans of providing 

health care no poor children. Th? Federal governn^nt does not soend 'n-^ny 

Medicaid dollars on health care for low.incone childron, hut what it does 
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spend .is critical, Exp'-jncJitures for children conorise both a sn.ill 
proportion ^nd a low absolute anount of Federal expenditures for health 
caro. In iq7R, public expenditures for child health care were '*.S,*^Q6 
billion or o^rcent of the total public 'expenditures of ^^SJU? billion. 
Per capita public exp^jndi tures for children were compared with 

ll,??^.^^^ In public funds expended for those and over, and '^.^la.l^ for 
those aqed 1^. to 6^. 

Medicaid accounts for the largest proportion of public funds that are 
spent for children. In iq7S, Medicaid accounted for S5 percent of oublic 
funds spent for cnildren's health, although that proqra'n accounted for only 
2^ percf^nt of public expenditures for he'^lth ca'^e for all age groups and 
only 2\ percent for those aged 65 and over, Mthough the aged have other 
sources of public spending, particularly Medicare, children receiving 
health care under public programs rely largely on Medicaid, 

Studies by the Census bureau docunent the inportance of Medicaid for 
low-inco'ne children. In iq^l, of those children below the poverty level 
who had sone forn of health insurance, two-thirds had only Medicaid, 
private insurance alone covered only 18 percent of children below poverty. 
Since one-third of children in poverty already have no insurance, nearly 
four out of five such children would be completely uninsured without the 
Medicaid program, 

M-^d 1 ca 1 d rover'^ge Is Meading !n Th? '^ronq nir<>ction 

As noted above, when all public and private insurance is counted, only 
two-thirds of children in poverty have any health care coverage. tiedicaid 
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Itself covers less than half these children. With the nun^)er of poor 
children increasing, one would expect to see a significant increase in the 
nunber of Medicaid recipients who are children. Unfortunately this has not 
happened. In fact, the nu-nber of child Medicaid recipients rose by only 1 
percent between 1Q80 and 19ft2 — far below the increase in nutibers of poor 
children'during that sa-n? tine period. Moreover, the Children's defense 
Fund (19S3) recently surveyed each state and estinated that so^e 700,000 
children and wo^nen have been drooped froTi the Medicaid rolls. This trend 
toward eligibility limits appears to have grown even worse in the last two 
years, due prinarlly to state changes or lack of Inorovements In 
eligibility under /\FOC prograns and medically needy progra^ns. 

i 

For -nost children, f^-^dicaid eligibility is the result of thn child's 
qualifying for Aid to Families with Oep^ndent Children (AFOC^. States are 
free to set their financial standards for AFOC and 'Medicaid eligibility 
and, with few exceptions, choose, i nco-nes that are well below the poverty 
level. These inco-^e standards have constantly failed to keep pace with 
inflation. Consequently, AFOC recioients are poorer thnn ever before, and 
fewer poor children are. eligible for AFOC and Medicaid, Moreover, since 
1981 states have made a nunber of changes in both eligibility and benefits 
that have reduced coverage for low-incone children. 

In addition to financial standards that are nore stringent th^^n the 
ooverty level, thp na^or reason why so nany poor chi1dr^>n a^e not covered 
is tho restriction of eligibility only to children in certain cateqorlps, 
■\rn^, is the largest «^nri is inclwd^d in all Moriicaid pronra-ns, and -nost 
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'lisdhled children receiving Supplemental Security Inconie (SSI) payments are 
also eligible for Medicaid, 

'^evo'^d the M^nc and SSI requlations, $nato«5 have th« ontion of coverinq 
additional groups of cateqorical ly needy children, riany states, however, 
nave not taken advantage of these options. For exa?nplp, in W) ?A states 
ild not cover pnor children in two-pftrent unenaloyed fa'^illes, Over ten 
y.'^ars ago, AhrahflT Ribicoff .wrote about this unfortunate regulation: 

The qrii reality is that our welfare systen, as now 
structured, encourages the disintegration of the family unit, 
and virtually forces father?, and nothes out of their hones. 
(Ribicoff, 197?, p,SO) 

Sixteen states denied coverage for prenatal care of pregnant wo'nen 
carrying their first child because these wonen were not yet parents and, 
consequently, not yet eligible for AFOC, This extre'^ely unfortunate policy 
in high personal and societal costs increases the nunber of prernature and 
low birth weight infants and in return "^eans nore public funds are SD»*nt on 
intensive care of such newborns. 

Seventeen states excluded AFOC or SSI children ages who are 

regularly attending school. Twenty states restricted financially eligible 
children under ?l who were not living with or had np parent fro^ receiving 
■••^dic^id. An exception to the discrepancies in cov-'^raqe listed above is 
the finding that all states have taken the option to cover children in 
orphrtn-iges, foster hon-as, and facilities for the nentally ill or r^entallv 
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retarded ti group that would likely be a state responsibility anyway and, 
therefore, a Federal match for their paynent reduces the states' share. 

Another qroup of children that stnes can npt to covor are the 
i?dically needy. Tnese are dependent children who live in families that 
neet all the criteria for categorically needed assistance, except for 
incone and who have nigh nedical bills. This could he a child with sickle 
cell ane.Tia (requiring regular and costly care) who lives with a parent who 
nay make only ';in -lore a nonth than is allowed to obtain Medicaid 
eligibility. Under the n?dically needy progra-i, this parent would ^- able 
to subtract the cost of ^nedical care from their nonthly incone and thereby 
beco-ne eligible for Medicaid. In IQRl, there were an estimated Q million 
medically needy (.\FnC) children and l.d million other Title XIX recipients 
(the majority of whom are children), totally over 10 million children or S7 
^percent of all medically needy recipients, ^ut , the following 90 states do 
not cover medically ne«dy children as of IPSl; Mabama, Maska, Colorado, 
nelaware, Florida, ^,eorgia, Idaho, Indiana, Iowa, Mississippi, Missouri, 
Nevada, New Jersey, New ^^exico, Ohio, Oregon, South Carol ina. South Oakota. 
Texas and '-Jyoming. 

^ final grouD of potentially eligible children live in families that do 
not meet any of the categorical requiroments or they live .in families with 
incomes above thp Federally established maximum for the medically needy. 
Mien children, for example, would be coverod in thf» former nroiio. 
'infort'jnately , therp ar^ no accurate estim^t«s of t^v^ numhers of children 
in th.'^s^ grouns . 
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Th'? children in excluded cateqories and the increasing n'.nber of poor 
children ineligible for Medicaid are not the only reasons why the progra-n 
should be expanded rather than constricted. Chanq'^s in Medicaid directly 
affect otn?r Federal and state prograns and private expenditures as wpII . 
The Crioolipd Childrens Services (CCS) have very limited funds that they 
havp bepn able to target on anbulatory and other specialized services 
because nanv of the CCS children have also been eligible for Medicaid. 
He;iuctions in Medicaid ^nean that states nay v/ell see an increasing share of 
their CCS budgets going for in. hospital care a very costly shift that 
could rapidly exhaust CCS budgets* In the private sector, Medicaid 
cutbacks in eligibility, benefits and paynent levels also increase the bad 
debt load on hospitals and physicians. This leads to cost-shi ftinq to 
private patients, which in effect is a hidden tax on enployers and 
individual s who require hospitalization. The unstable situations that 
result have produced crises for industry insurance coipanies and 
providers . 

i Th? deleterious effects of Medicaid restrictions on chidren have by no 

■neans all been measured as yet, and 'nany ^ay not appear for years. In his 
testinony today, Hr. C. Arden Miller has docu'nented so-ne indications of 
these ill effects. Preli^ninary results fron an on-going study of 
paediatricians who were niainU' working in teaching clini.-.s show the impact 
of "-idicaid and other prograi cuts. Two-thirds of the '^earlv non 
res;)on'ients ^itn^r "^eported a reduction in services, in the nost recent 
y«»ar or vo^unt^^r^d at least one effect of rediiCtions. Alnost half 
reoorted r^'luctlons having to do with Medicaid. About one-third reported 
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increases uspd by those who used to seek care elsewhere and larger nu^^hers 
of fanilies with no insurance and unable tQ. afford treafrient, 

Concl usion 

Medicaid is the nost inportant program) the Federal government has ever 
established for health care needs of poor children. It has opened the door 
to care for niany children. Many other poor children more than half 
was never covered, however » because their nunbers are increasing. Reforms 
nay be necessary, controls on spending increases -nay be necessary, but not 
ones that deny :iedical care to chilr.ren in p6verty, I strongly sunport the 
position of the A'nerican Acadeny of Pediatriains that all childreri have a 
right to health care and that children should be covered by a comprehensive 
public plan when tanilies' are* unable to provide for adequate heal-th 
financing. This should be the goal of our country, and we should move 
toviard, and not away fro-n, meeting that goal. 



c 




52 



ERIC 



49 



Senator Bentskn. Dr. liudetti, Dr. Miller's analysis concluded that 
the Federal Government did exactly the wrong thing m 1981 when 

cut chUd health programs. 1 was looking at the chart up there where 
it shows that our intant mortality rate has continued to go down 
despite the cuts. That is misleading. 

fhe problem i. that mortality statistics traditionally are a lagg mg 
indicator in displaying what happens with spending c"[s. )o eithei 
of you have an^ more recent data that give any better indication ot 
the impact on maternal and child health of the 1981 cuts? 

Dr. liuDE'ni. I think we would both like ta answer. Go ahead, Di. 

^ Dr"*EAT0V. I am very much aware that the State of Michigan has 
done a study which has illustrated the disastrous ejects pf the cut- 
backs in maternal and child health programs which I think is very 
significant in that the State of Michigan has probably had one of the 
best maternal and child health care programs nationally that exists 
There are specific figures that I t^ink will illustrate even at this 
pohit, relatively early In the game, that i^^^nt mortality is rising 1 
tun also very n uch aware that in my own ^hometown of Youngstown, 
Ohio-whicli, as you are well aware, has high unemployment-there 
has been an increase in the infant mortality rate over the last year 

^^slnator Bentskx. Dr. Budetti, the Center for disease Contr^^^^ 
Atlanta is very prmul of its imnuunzation record and ^jj^Uhey liave 
been able to achieve in sliarply decreasing the {"Stance of some of the 
dread diseases like polio. These programs have been veij cost effective. 

For example, we had a special ca.se some years ago 'jown i^^^^,^f 
ami elsewhere, with rubella and 3-day measles. As a direct result of 
Umt iSe.it 'years ago, Congress j.ust recently liad to increase the 
rallaiulot College funding to deal with the sharp mcrease in the num- 
bei of Uung students with "^bella-caused deafness as they en^^^^^^^^^ 
their cdUoffe years. We were pennywi.se and pound loolish years ago. 
Now, tcilay, while it is at aWofd low nationally, Te'cas has q^^^^^ 
ft problem with rubella cases originating in Mexico. ^Jo you know if 
these kinds of immunization programs are taking place in nations 

^'^D^^'Stti. T am not aware of what Mexico's immunization pro- 

«rrori^K;?!sS"nhinkthatisthek^ 

have been a verv pood person to s:.eak on. But, T do think that is an 
ex ellent oxampu'or tWe widsom. from even « ^^^ctlv .ost ba^ . fo 
these programs. We used to have a frreat deal of rube la as wel as 
nmnv other infectious diseases. And. if we cut back on immunization 
nroo^ram .those diseases are eertain to increase. 

^ T tlv- .k Dr. Eaton's eitation of preliminary evidence about infant 
morf litv rates makes the point thnt if we wait until we have statis- 
Knv iViifir'ant data, a lot of babies will be horn in P""^^^"^^^ 
evet die before we become really convinced that things are gc ng down- 
h 1 Tnstead.';e shonkl look at the past and look at tho situa ion m 
other countries with different programs to see what to expect-to 
• determine what will happen if we cut back on these programs. . 
l)r Bmletttao yon inow if so„te of those countries have vaccina- 
tion programs that we do not have? 
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Dr. BuDKm; Xo, The only programs that I am aware of, world- 
wide, are vaccination [)rogranis against tul)erculosis that we have not 
adopted for a variety of both medical and public health reasons. But 
I am not aware of otlier sunilar kinds 

Of course, areas with major infectious diseases like cholera have 
programs, too; but, no, I am not aware. That is just not my field. 
I am sorry. 

Senator Hkvtsex. Dr. Eaton, you have an association with the 
border health program. 
Dr. Eaton. Kight. 

Seruitor Bentskx, I have an interest in that having been born 
jind reared in that area, and having some idea of the severe problems 
they have. , 

Can you tell nic briefly how the health care' situation along the 
southern border differs from the rest of the nation? 

Dr. K.\T()N\ I guess the l)est way to cupsuiize an answer, since the 
research that has taken place in this United States-Mexican border 
project probably has taken place over a 3-year period — and, incidental- 
ly involved LBJ School of Public Affairs in Austin as well as the 
Acadeniv of Pediatrics' Committee on Conununity liealth Services — 
is that there are very significant nroblems iii nuiternal and child health 
amng tlie border and on both sides of the border. 

Basi(*ally, the intent of this revsearch was to illustrate what the mag- 
nitude of tliose problem.-! were. For example, looking at indexes such 
as infant mortality death due to infectious diseases and a variety of 
other factors, that r(»scarch data is at this point being analy/etl and 
finalized, and I think will be of great interest to you personally because 
I think it is the first attempt tw, m a systematic way, look at tlie border 
areas between Mexico and the T^iiited* States in a vei-y formal researcli 
l)rocess. 

Senator Bextskx. Looking at these charts, Dr. Bndetti, when you 
talk about the MCH block grant program and childhood innnunixa- 
tion pro^o^rams, vou are talking about preventive care. Medicaid and 
coilummity health centers on the other hand are more reactive in 
nature. 

Japan and most European nations, as we see from the chart on 
infant mortality rates abroad, are doing a better job of providing help 
to newl)orns than we are. What accounts for their better performance? 
What kind of a blend do they have of preventive and reactive health 
progi'ams? How do the expenditures compare with ours? 

Dr. Hn)Krrr. A big difference in most of those countries is birth- 
weight. We have a higher infant mortality rate than many of those 
(Countries simply because we have more very small babies born in this 
country. 

One of the main reasons that is the case is that, in many of those 
rounti'ies, women all {.ret adequate prenatal care: they have sound 
nutrition and nutrition counseling programs, llealtliier mothers are 
having bigger, liealthier babies, and so oiK*e the babies are born, they 
are much more likely o live. 

If yon look at how \.'(*1] we are doing once the babies in the country 
are born, tlie tiniest h:if)ies are (U)ing mu<*h better than in those coun- 
tries. The problem is :hat we have more tiny babies because we have 
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not been doin^j tho kinds of things that will prevent or reduce the 
nuniber of premature babies. 

Figures in the six or seven range of infant mortality indicate causes 
that it is very diflicult to eliminate, But at our range, 12.5, that num- 
ber could probably be cut by half or a third by reducing the frequency 
of deaths from prematurity and low birth weight. It is principally at 
the mother's end of things where our failing is. 

Senator Bkntskx. The administration is doing harm in cutting child 
nutrition programs and the MCH block grant. But in the next session, 
I expect to oiler an amendment on the Senate floor to increase tiie MCH 
block grant appropriation for fiscal year 1984 — to get the MCH pro- 
gram a hifjher level of f imding, instead of a cut in funds. 

What I would like from the two of you are good arguments to use 
in front of the Senate for that purpose. I will not ask you to do it here 
today, but if you can send me some information, I would be very ap- 
preciative of that. 

Dr. Hi nr/rri. I believe we both believe there are some very good argu- 
nuMits and will be happy to supply them to you. 

Dr. Katox. With great enthusiasm. 

Senator Hkntskx. The usur.l problem I have with the Senate is try- 
ing to be in two places at one time. In fact, I am supposed to be at 
another hearing right now. So let me adjourn this hearing and con- 
tinue my examination of the MCH program cuts on December 17, 1984. 

I aj^preciate both of you presenting testimony today. It is a good 
deal to digest, but I wlil put it to good use next year. Thank you, again, 
for your thoughtful testimony. 

Dr. Eatox. Thank you. 

Dr. lii DKTTi. Thank you. 

[Whoreui)on, at 11 a.m., the subcommittee adjourned, subject to the 
call of the Chair.] 

o 



0 ) 



